Primary sinonasal meningioma  by Mnejja, M. et al.
European Annals of Otorhinolaryngology, Head and Neck diseases (2012) 129, e47—e50
CASE REPORT
Primary  sinonasal  meningioma
M.  Mnejjaa,∗,  B.  Hammamia,  L.  Bougachaa,  N.  Kolsi a,  H.  Mnifb,
A.  Chakrouna, I.  Charfeddinea,  T.  Boudawarab,  A.  Ghorbela
a Service  ORL  et  chirurgie  cervico-faciale,  CHU  Habib-Bourguiba,  Sfax,  3029  Tunisia
b Service  d’anatomie  pathologique,  CHU  Habib-Bourguiba,  Sfax,  3029  Tunisia
Available  online  19  May  2011
KEYWORDS
Extracranial
meningioma;
Sinonasal  tract;
Surgery
Summary
Introduction:  Primary  meningiomas  of  the  sinonasal  tract  are  rare  tumors.  Their  positive  diag-
nosis is  difﬁcult  to  establish.  From  one  case  observation,  we  report  the  clinical  features,  the
diagnosis difﬁculties  and  the  therapeutic  modalities  of  primary  meningioma  of  the  sinonasal
tract.
Case report:  A  seventeen-year-old  girl  consulted  for  a  left  unilateral  nasal  obstruction  with
progressive evolution  without  episodes  of  epistaxis,  smell  disorder  or  headaches  over  a  year.
Physical  examination  revealed  a  grayish  polypoid  tumor  in  the  left  nasal  fossa.  CT  scan  evi-
denced an  isodense  lesion  of  the  left  nasal  fossa  slightly  enhanced  pushing  back  the  lateral  nasal
wall without  invasion  or  intracranial  connection.  Biopsy  was  in  favour  of  an  inverted  papilloma.
The tumor  was  resected  via  endoscopic  approach.  Pathological  examination  established  the
diagnosis of  meningothelial  menigioma.  The  prognosis  was  favourable  without  recurrence  after
a six-month  follow-up.
Conclusion:  The  positive  diagnosis  of  primary  sinonasal  meningioma  is  difﬁcult  to  establish
because of  their  infrequent  occurrence  in  this  ectopic  site  and  of  their  non-speciﬁc  clinical
appearance.  The  ﬁnal  diagnosis  rests  on  the  histological  examination.  Immunohistochemical
studies are  helpful  to  establish  the  accurate  diagnosis.  Imaging  conﬁrms  the  primitive  nature  of
these tumors.  Prognosis  is  excellent  after  complete  surgical  extirpation  without  the  necessity
of adjuvant  therapy.
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Introduction
Meningioma  is  a  common  intracranial  tumor.  It  accounts  for
15%  of  all  intracranial  tumors  [1].  A  primary  extracranial
location  involving  the  head  and  neck  is  observed  in  less  than
2%  of  the  cases  [2].
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From  the  observation  of  an  extracranial  menigioma  of
he  nasal  cavity  and  after  a  review  of  the  literature,
e  report  the  epidemiological,  diagnostic  and  therapeutic
haracteristics  of  this  entity.bservation
 17-year-old  girl  presented  with  a  one-year  history  of
 slowly  growing  left  unilateral  nasal  obstruction  without
served.
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tigure  1  Computed  tomography  scan  of  facial  bones  in  axial  
ontrast associated  with  a  ﬁlling  of  anterior  ethmoid  cells  and  m
re met.pistaxis,  nasal  hydrorrhea,  smell  disorder  or  headache.
asal  endoscopic  examination  showed  a  grayish,  ﬁrm,  non-
leeding  at  contact  mass  which  seemed  to  originate  from
he  middle  meatus.  Tomography  (Fig.  1)  evidenced  a  soft
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Figure  2  Macroscopic  appearance  of  tumor  durioronal  slices:  mass  ﬁlling  the  left  nasal  cavity  enhanced  by  the
lary  sinus  ipsilateral.  Skull  base  and  the  roof  of  the  nasal  cavityissue  dense  mass  obstructing  the  left  nasal  cavity  slightly
nhanced  with  an  associated  ﬁlling  of  the  homolateral  ante-
ior  ethmoidal  cells  and  maxillary  sinus.  Internal  wall  of  the
rbit  was  laminated.  Skull  base  and  the  ethmoid  sinus  were
ng  surgery.  Gray  tumor  of  bloody  dissection.
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cFigure  3  Meningioma  meningothelial  (hematoxylin  staining)  
immunochemistry  (  × 200)  expression  of  vimentin  antibodies  (V
uninvolved.  Biopsy  under  local  anaesthesia  conﬁrmed  the
presence  of  an  inverted  papilloma.
Surgical  macroscopically  complete  extirpation  via
endonasal  approach  was  performed.  Intraoperatively,  the
tumor  was  friable,  grayish,  slightly  bleeding  at  dissection.
The  location  was  lateral  to  the  middle  concha  with  exten-
sion  over  the  whole  area  of  the  middle  meatus,  the  anterior
ethmoid  air  cells  and  the  maxillary  sinus  (Fig.  2).  The
orbital  wall  was  partially  eroded.  Histological  examination
diagnosed  a  meningothelial  meningioma  (Fig.  3a)  with
positive  reactions  for  vimentin  and  epithelial  membrane
antigen  (EMA)  (Fig.  3b).  Postoperative  recovery  was
uneventful  and  there  was  no  recurrence  after  a  six-month
follow-up.
Discussion
Extracranial  extra-axial  meningiomas  represent  1  to  2%  of
all  meningiomas  [3].  They  are  mainly  found  in  the  cervico-
facial  region  [4]  where  their  main  sites  are  the  orbit,  the
scalp,  the  petrous  pyramid  and  the  paranasal  sinuses  [4,5].
They  are  classiﬁed  into  two  types  (primary  and  secondary)
depending  on  whether  they  are  isolated  or  associated  with
intracranial  tumors  [6].
As  for  the  mechanisms  of  this  ectopia,  several  theories
have  been  put  forward.  Ho  [5]  suggested  that  these  tumors
could  arise  from  arachnoid  cells  existing  in  nerve  sheaths
or  from  ectopic  arachnoid  cells  entrapped  extracranially
during  the  neural  tube  closure  in  embryologic  develop-
ment.  Other  authors  suggested  that  these  tumors  arise
from  pleuripotential  mesenchymal  cells  [4].  Incidence  of
extracranial  meningiomas  in  children  and  adolescents  seems
to  be  more  signiﬁcant  than  the  one  of  intracranial  menin-
giomas  that  affect  subjects  around  45  [5].  Mean  age  for
diagnosis  of  nasal  fossa  meningiomas  was  28  with  40%  of
the  cases  of  patients  under  20  in  Ho’s  series  [5].  Whereas
it  was  47  in  Rhushing’s  series  [4].  Our  patients  was  17  years
old.
Rhushing  et  al.  [4]  observed  that  both  genders  were
equally  affected  all  sites  of  involvement  taken  together
whereas  female  prevalence  was  reported  in  petrous  and
sinonasal  locations.  Ho  [5]  reported  the  same  result.  Male
prevalence  was  noted  for  cutaneous  presentations  [4].
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n00).  a:  ranges  of  meningothelial  cells  arranged  in  lobules;  b:
nd  anti-epithelial  antigen  (EMA).
Clinical  features  are  non-speciﬁc  [7].  Macroscopically,
he  tumor  is  solid,  well  circumscribed,  lobulated  but  some-
imes  polypoid.  It  is  pink  to  gray  in  color  [8].  Local  invasion
an  sometimes  mimic  a  malignant  tumor  [7].
Primary  nature  of  the  tumor  is  conﬁrmed  by  the  absence
f  any  clinically  and  radiologically  obvious  connection
etween  the  tumor  and  brain  structures  [5].
Computed  tomography  demonstrates  isodense  tumors
n  one  of  three  of  the  cases  and  hyperdense  in  two  of
hree  of  the  cases.  They  may  be  calciﬁed  with  bone
emodelling  from  which  they  arise.  Contrast  enhance-
ent  is  often  intense  and  homogenous  [8].  MRI  supplies
 better  evaluation  of  the  tumoral  tissue  than  computed
omography  with  iso  or  hyposignal  in  T1-weighted  signal
ntensity,  variable  signal  on  T2-weighted  images  and  clear
nd  homogenous  enhancement  after  gadolinium  injection
8].
Histology  conﬁrms  the  diagnosis  which  is  sometimes  difﬁ-
ult  to  establish.  Differential  diagnosis  includes  carcinoma,
elanoma,  ossifying  ﬁbroma  or  olfactory  neuroblastoma
2].  The  World  Health  Organization  (WHO)  currently  classi-
es  meningiomas  into  three  categories:  benign  meningioma
grade  I),  atypical  meningioma  with  frequent  mitoses  (grade
I)  and  anaplastic  type  (grade  III)  [8].  Four  histological  types
re  classical:  meningothelial,  ﬁbroblastic,  transitional  and
ngioblastic  [8].  The  most  common  form  is  the  meningothe-
ial  meningioma  [4].
The  histological  features  are  characteristic  in  the
eningothelial  form  but  can  be  less  typical  in  the
ther  forms  hence  the  importance  of  immunohistochemical
tudies.  Meningiomas  express  a  strongly  positive  reactivity
or  vimentin  and  epithelial  membrane  antigen  (EMA)  and
xhibit  focal  immunoreactivity  with  S-100  protein,  keratin
nd  CEA  [1].  A  case  of  chromosomal  aberration  (monosomy
2)  was  described  [9].  In  our  study,  the  meningioma  was
eningothelial  (grade  I).
Preoperative  biopsies  are  sometimes  difﬁcult  to  interpret
s  it  was  in  our  case.  When  surgery  is  possible,  complete
esection  is  the  treatment  of  choice.  In  meningiomas  that
annot  be  treated  by  surgery,  the  use  of  radiotherapy  allows
tabilization  of  the  lesions.  Recurrence  rate  after  complete
esection  varies  from  7%  to  84%  according  to  postoperative
ollow-up  [4].  The  prognosis  of  meningiomas  with  intracra-
ial  involvement  is  less  favourable  [7].
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onclusion
rimary  sinonasal  tract  meningiomas  are  rare  tumors.  Their
tiopathology  remains  unknown.  Symptomatology  is  non-
peciﬁc.  Conﬁrmation  of  the  diagnosis  is  realized  through
istological  and  immunohistochemical  study.  Imaging  con-
rms  the  primary  nature  of  these  tumors.  The  prognosis  is
xcellent  after  complete  surgical  extirpation  without  other
djuvant  therapy.
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